ABSTRACT
INTRODUCTION
Formation of a pyo/hydrosalpinx, derived from the Greek words meaning a fallopian tube filled with pus or fluid, is the result of a chronic pathological condition of the fallopian tube when the fimbrial end of the tube is occluded and the distal part distended (1) . They are very rare gynaecologic problems during adolescence, especially in virgin girls. However, pelvic infection/inflammation, pelvic surgery, endometriosis or anatomic abnormalities may lead to serious tubal problems.
Here, two adolescent girls having pyo-and hydrosalpinx are reported and predisposing factors are discussed.
CASE REPORTS Case 1:
A 13-year old patient was admitted with severe abdominal pain. Physical examination revealed tenderness, abdominal guarding and rebound in the right lower quadrant of abdomen. She had a hockey stick incision scar in the left lower quadrant of the abdomen. She was a virgin and had normal vital functions. She had a history of abdominoperineal pull-through operation at 10 months of age because of long segment Hirschsprung disease (HD) and had fecal incontinence caused by a short colon. She had menarche at age 12 years and regular periods, as well as pubertal development.
Complete blood count, tumour markers and urine tests were within normal limits. Abdominopelvic ultrasound revealed a cyst measuring 10 x 6.5 cm in size filled with clear fluid and septations in the right adnexal region. Similarly, pelvic computed tomography (CT) scan showed a septated cyst nearly 10 x 6 x 7 cm in size (Fig. 1) . During explorative One year after the operation, during routine ultrasound control, a cystic dilatation was seen in the left adnexa (5 cm in diameter) and hydrosalpinx formation was confirmed by pelvic magnetic resonance imaging (MRI). Since she had normal menstrual cycle and no abdominal complaints, no further intervention was performed. She is still under followup and receiving loperamide hydrochloride (HCL) and a stool thickener, motility reducer diet for prevention of diarrhea and fecal incontinence. . Case 2: A 14-year old patient was admitted with abdominal pain, vomiting and fever (39°C). Physical examination revealed abdominal tenderness with guarding and rebound in the right lower quadrant of abdomen. In the past, she had a perineal pull-through procedure because of rectovestibular fistula with anal atresia when she was two years of age, and she had sigmoid resection for severe constipation with fecal soiling when she was 11 years old. Her hymen was crescentic and her vagina had lost elasticity and narrowed due to previous perineal pull-through operation. In addition, she had uterus bicornis unicollis and septate vagina, and irregular menstrual cycle since menarche at 13 years of age.
Her laboratory tests were normal except leukocyte count (13900/mm 3 ). A thick-walled cystic lesion (10.5 cm x 7.5 cm) containing internal septations was revealed by ultrasound in the right adnexal region. Computed tomography scan was compatible with ultrasound findings (Fig. 3) . A Pyosalpinx and Hydrosalpinx in Virginal Adolescents laparotomy, hydrosalpinx was found in the right fallopian tube and right salpingectomy was carried out (Fig. 2) . The patient was discharged uneventfully. The histopathology result confirmed hydrosalpinx. right-sided gangrenous pyosalpinx was found at explorative laparotomy and salpingectomy, pelvic cavity lavage and drainage of the pouch of Douglas were performed (Fig. 4) . Escherichia coli was detected in the culture obtained from the cyst. Ceftriaxone and metronidazole treatment were started before the operation and continued during the postoperative period. The patient had an uneventfully course. Histopathological evaluation showed pyosalpinx.
DISCUSSION
The frequency of pyo/hydrosalpinx in adolescent virgin patients is very rare and, therefore, there may be difficulty in establishing the diagnosis (2). However, pelvic inflammatory disease, intra-abdominal infection or surgery can result in pyo/hydrosalpinx. Both of our cases had predisposing factors and were candidates for tubal problems. Anatomic anomalies leading to gynaecologic complications have been reported, previously (3). Girls with genital anomalies, such as double or septate vagina, vaginal atresia or stenosis, uterus didelphys and uterus bicornis unicollis may have hydrosalpinx, pyosalpinx, haematocolpos, haematometrocolpos, tubo-ovarian abscess and peritonitis. Fecal incontinence was thought to contribute to pyosalpinx in Case 2 who had a genital abnormality. The cause of hydrosalpinx in Case 1 might be only due to surgery in view of normal anal and genital anatomy though she had fecal incontinence. Bilateral non-inflammatory hydrosalpinx in adolescents who were treated by pullthrough procedure for Hirschsprung's disease has been reported as a postoperative complication (4) .
Laparoscopic approach is a good option for the treatment of distended fallopian tube. Aspiration in such cases is not the treatment of choice and moreover, may cause complications (2, 5) . However, because of previous surgeries, we preferred the open technique in these cases. The hydrosalpinx in Case 1 was so big and tubal anatomy was extremely distorted, that a simple drainage would have been insufficient and at risk for a torsion in future, hence it was resected. However, after the operation, she developed hydrosalpinx on the contralateral side as has been previously reported in the literature (4). As she was asymptomatic, she was kept under close follow-up. Pyosalpinx, especially the gangrenous type, carries a risk of perforation (6), therefore, it was resected in Case 2. Different surgical techniques have been performed for hydrosalpinges. Unquestionably, the debate on the use of salpingectomy compared with a more conservative approach to hydrosalpinges will continue.
Generally, a diagnosis of a pelvic mass is made by ultrasound. Recently, CT scan results have been found to correlate with histopathological findings in the patients who had tubo-ovarian abscesses (7). In our cases, ultrasound and CT were used for diagnosis, but MRI was preferred during the follow-up period because of the harmful effects of X-ray.
The differential diagnosis in adolescent girls with lower abdominal pain includes appendicitis, diverticulitis, urinary tract infection, peritonitis and others. However, one must keep in mind the probability of fallopian tube problems in patients with previous pelvic surgery and/or congenital genitourinary anomaly.
